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State Plan Under TitleXIX of the Social Security Act 

Medical Assistance Program 

State:NORTHCAROLINA 


Payments for Medicaland Remedial Careand Services: Inpatient Hospital 


(n) An additional disproportionate share hospital payment during the twelve
month period ending September30,2000 (subject to the availability of funds 
and to the payment limits specified in this Paragraph) shall bepaid to large 
free-standing inpatient rehabilitation hospitals thatare qualified public 
hospitals. For purposes of this paragraph alarge free-standing inpatient 
rehabilitation hospitalis a hospital licensed for morethan 100 rehabilitation 
beds. For purposesof this paragraph aqualified public hospital is a hospital 
that: qualifiesfor disproportionate share hospital status under Subparagraph 
(a)(l) through (5) of this state plan;does not qualify for disproportionate 
share hospital status under Subparagraph (a)(6)of this state plan; was 
owned or operated by a State (or by ofan instrumentality or a unit 
government within a State) from September18, 2000 through and including 
September 30, 2000; and verifiesits status as a public hospital by certifying 
state, local, hospital district or authority government controlon the most 
recent versionof Form HCFA-1514filed with the Health Care Financing 
Administration. U.S.Department of Health and Human Serviceson or before 
September 18, 2000. 

(1) The paymentto qualified hospitals for the 12-month period ending 
September 30,2000 shall be based on and shall not exceedthe 
“Medicaid Deficit” for each hospital. The Medicaid Deficit shall be 
calculated by ascertaining the reasonablecosts of inpatient and 
outpatient hospital Medicaid services less Medicaid payments receivedor 
to be received for these services. For purposes of this Subparagraph: 

(A) Reasonable costs shallbe ascertained in accordance with the 
provisions of the Medicare Provider Reimbursement Manual 
as defined in Paragraph(b) of this state plan. 

(6) The phrase “Medicaid payments received to be received for 
these services” shall excludeall Medicaiddisproportionate 
share hospital payments received to be received. 
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State Plan Under TitleXIX of the Social Security Act 

Medical Assistance Program 

State:NORTHCAROLINA 


Payments for Medicaland Remedial Care and Services: Inpatient Hospital 
(2) The disproportionate share hospital paymentsto qualified public hospitals 

shall be made on the basis of an estimate of costs incurred and payments 
received for inpatient and outpatient Medicaid services duringthe 
payment fiscal year 2000. The Directorof the Division of Medical 
Assistance shall determinethe amount of the estimated paymentsto be 
made by an analysis of costs incurredand payments received for 
Medicaid servicesas reported on cost reportsfor the fiscal year endingin 
1999 and filed before September 18,2000 and supplemented by 
additional financial information availableto the Director whenthe 
estimated payments are calculatedif and to the extent that the Director 
concludes thatthe additional financial informationis reliable and relevant 

(3) The payment limitsof the Social Security Act,Title XIX, Section 
1923(g)(1) appliedto this payment require on a hospital-specificbasis 
that whenthis payment is added to other disproportionate share hospital 
payments, the total disproportionate share hospital payments not 
exceed 100 percentof the total costs of providing inpatientand outpatient 
services to Medicaid and uninsured patientsfor the fiscal year for which 
such payments are made, lessall payments receivedfor services to 
Medicaid and uninsured patients for that year. The totalof all DSH 
payments by the Division maynot exceed the limits on Disproportionate 
Share hospital funding as established for this State byHCFA in 
accordance with the provisionsof the Social SecurityAct, Title XIX, 
Section 1923(f) for the fiscal yearfor which such paymentsare made. 

(4) To ensure that estimated payments pursuantto this paragraph donot 
exceed the upper limits to such payments describedin the preceding 
Subparagraph and established by applicablefederal law and regulation, 
such payments shall be cost settled within12 months of receipt of the 
completed cost report coveringthe 12 month period for which such 
payments are made. No additional paymentsshall be made in 
connection with the cost settlement. 
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